www.ums.ac.uk
ABSTRACT
Spontaneous rupture of the biliary system is a well documented condition in infants 1 but is rare in adults. 2 We report the case of a 73-year-old gentleman who presented with clinical signs and symptoms mimicking that of a strangulated right inguinal hernia. At emergency operation the scrotum was found to contain bile. Following radiological imaging and exploratory surgery, a large retroperitoneal biloma was found. We discuss the clinical signs associated with biliscrotum and retroperitoneal biloma and describe our operative management of this patient. We review the previously reported cases of these rare clinical entities. We found that our case exhibited similarities in terms of the age of presentation and presence of distal common bile duct stones. This is, to our knowledge, the only reported case of a patient presenting with biliscrotum secondary to the assumed spontaneous rupture of the common bile duct and development of a retroperitoneal biloma.
The patient proceeded to emergency right inguinal hernia exploration. A process of mesenteric fat was found within the inguinal canal. In addition, there was a copious amount of green fluid that tracked along the mesenteric fat process and pooled in the right hemiscrotum (Fig 1) . An oedematous and inflamed spermatic cord was found. The patient underwent repair of the inguinal defect. The Ulster Medical Journal www.ums.ac.uk The patient's clinical status improved postoperatively. His obstructive liver function tests and bilirubin levels normalised. A CT scan was repeated on post-operative day 3 in order to assess the size of the retroperitoneal collection and to guide towards aetiology. This described an increase in the size of the retroperitoneal fluid collection since the previous scan. Calculi were still noted within the common bile duct (CBD) which was 1.2 cm in diameter. (Fig 2) .
The patient proceeded to exploratory laparotomy. Following extensive examination of the gallbladder, bile ducts, duodenum, liver and colon, there was no obvious perforation, leak of bile or connection with the retroperitoneum. There was no bile collection found intra-peritoneally. Examination of the gallbladder revealed multiple gallstones and exploration of the CBD was performed. A biliary fogarty catheter trawl of the CBD resulted in the retrieval of 2 large stones. An intra-operative cholangiogram revealed no perforation or abnormalities of the CBD apart from distension. A t-tube drain was placed within the CBD and a cholecystectomy was performed. The right retroperitoneum was entered lateral to the ascending colon. A large collection of bile stained liquid was encountered and evacuated. Drains were placed in the right retroperitoneum and around the gallbladder bed.
T h e p a t i e n t 's p o s t -o p e r a t i v e c o u r s e was uncomplicated. The drainage from the retroperitoneal drain progressively decreased and there was consistent bile drainage from the t-tube. A t-tube cholangiogram on day 10 demonstrated no residual stones stricture or perforation. Pathological examination of the gallbladder post-operatively revealed no perforation or tissue necrosis and confirmed the finding of large gallstones intraluminally.
Following transfer for further rehabilitation, the patient was discharged from hospital without complication and at 1 year post-operatively is continuing to progress well.
DISCUSSION
The presence of a bile collection within the retroperitoneum is extremely rare. 3 Since 1975 only 5 other cases have been reported. [3] [4] [5] [6] [7] Two describe complications arising from invasive surgical procedures 4, 5 and 3 were attributable to the spontaneous rupture of either the gallbladder 6 or CBD. 3, 7 The authors have assumed the site of perforation was within the CBD given the dilatation of the duct at the time of the surgery and the obstructive liver function tests. In addition, the presence of CBD intra-ductal stones, an intra-operatively normal duodenum and the post-operative gallbladder pathology findings which demonstrated no fistulae or perforation support our assumption. We postulate that the release of pressure on the biliary system following perforation had allowed the resolution of the liver function tests and that the subsequent absence of extra-ductal contrast on cholangiogram could have resulted from a resealed perforation following decompression of the obstructed system. This precedent has been noted to occur in previous cases. 7 Previous authors have either surgically or pathologically been able to identify the cause of 
